Some authors go so far as to state that professional boundary crossings and violations are an occupational hazard in nursing and in the healthcare professions. 3 Certainly nurses and other health professionals are vulnerable to patient/client perceptions and other practice issues. Some common examples of vulnerabilities in hospital settings are isolated work environments, lack of direct nurse supervision, length and intensity of nurse-patient interactions, and patient vulnerabilities such as the fear and jeopardized independence brought on by surgery and illness.
Though these and other vulnerabilities inherent in nurse-patient interactions put every nurse at some degree of risk, there's a general lack of boundary theory among nurses and other healthcare providers. 4 Nurses rarely have the time or resources available to discuss ethical dilemmas that arise with patients, colleagues, and staff members. And perhaps most consistently lacking is the area of professional boundary education in nursing curriculums and workplaces.
Professional boundaries have come under more public scrutiny in the past decade, as media report stories of victim abuse and as malpractice suits increase. All the while, legislators scurry to pass more regulatory statutes in attempts to define and protect the rights of the innocent. 5 There's a growing milieu of mistrust or, at best, wariness among clients and professionals that certainly impacts the nurse-patient relationship.
What's out there?
Unfortunately, contemporary nursing literature addressing therapeutic boundaries is scarce; few in depth inquiries and critical analyses exist. 3 In the authors' search, only two nursing surveys containing questions related to sexual boundaries in nurse-patient relationships were found. Both analyses showed evidence of boundary violations. They're dated, but considered landmark studies from 1974 and 1990. 6,7
The National Council of State Boards of Nursing has taken a leading role in bringing the issue of boundary violations to the forefront in nursing. The organization has published several guidelines in areas of boundary violations, the most serious being sexual boundary violations. Unfortunately, even this work is almost a decade old. [8] [9] [10] Much of the basis for findings and recommendations in the area of boundaries and boundary violations has been taken from the psychiatry/mental health world. Even the National Council of State Boards of Nursing references Gary Schoener, PhD, a psychologist, for much of its boundary theory. Some of the principles conceived and published by authors well known in the field are applicable to nursing, and many aren't.
Several nursing scholars have written articles describing and expanding on basic boundary theory and its application to nursing. 3,11-14 Most of these authors focus on nurse-patient relationships in mental health and counseling interactions; there are few who address nonbehavioral health boundary issues in nursing.
Regulatory structure Every U.S. state has a nursing regulatory agency, which is most often a board of nursing. These agencies are given the responsibility of protecting the public. Board members are appointed by state governments to implement and oversee safe nursing practice. These tasks are carried out via statutes, rules, and regulations that make up state Nurse Practice Acts.
The Nurse Practice Act is the foremost legal document regulating nursing. It's credited with protecting the public, defining nursing practice, describing practice boundaries, establishing standards for nurses, and protecting the domain of nursing. Used by courts and boards in disciplinary endeavors, the Act is the basis in determining the appropriateness of nurses' actions. 15 More states are including specific language in their Nurse Practice Acts about professional boundaries, professional misconduct, and boundary violations-especially in the areas of sexual boundary violations and dual relationships. In fact, in the 24 Nurse Practice Acts reviewed by the authors, only two had no wording specific to sexual misconduct or boundary violations.
Reporting
There's wide disparity in national reporting of professional misconduct among nurses in all categories, both geographically and demographically. 10 However, boundary issues still comprise a small percentage of overall disciplinary action taken by nursing boards. A total of 141 RNs were reported to the Health Integrity Protection Data Bank under categories of misconduct and sexual misconduct betweeen 2000 and 2006. 16 There are several difficulties inherent in interpreting data for sexual misconduct cases. Reported cases are small in number and vary widely geographically and demographically, particularly in terms of gender (males reported in higher numbers). Compiled annual data vary from year to year, and vary widely from state to state, with some states consistently reporting lower numbers and some consistently reporting higher numbers. The area of inclusion for sexual misconduct is also quite broad and can include violations pertaining to use of sexual language, harassment, romantic involvement, rape, or sexual abuse of a patient or family member.
There's little published data on nurses who've been sanctioned for boundary violations, and less in the area of sexual misconduct and exploitation. Most of the work with offenders has been in psychiatry. Richard Irons, MD, did research on offenders evaluated and treated through his program in the 1980s and 1990s. He described six archetypes that offenders commonly fit, and carried out research on their rehabilitative potential as well as therapeutic interventions that worked with each of the archetypal types. 17 Other experts have categorized offenders by describing their personality traits, or sorted offenders into major groups, classified by psychiatric deviations or traits. 18
All of this work was done primarily on male offenders, most of whom were physicians. Early data showed gender trends for violators as approximately 75% male and 25% female. 9 Although the number of violations may be small, research is certainly needed in areas of female offenders and in nurse offenders.
Due in part to the higher number of physician offenders, and certainly due to these researchers' commitments to the area of boundary violations, several physician-based treatment programs currently exist in the United States. But only one state, Florida, has an intervention program geared toward nurses and specific to boundary violations-the Intervention Project for Nurses.
Prevention
As we've described, boundary issues surface in every area of nursing. Education among nurses and managers is often lacking in the areas of boundary theory, language, appropriate management and reporting of violations, and in areas of training and prevention.
The safety of a well-trained and experienced nursing staff can be illusory when it comes to boundary violations. Many boundary transgressions have been committed by well-educated, ethical, law-abiding professionals during periods of stress, loss, and trauma. The majority are rarely the result of deliberate exploitation. Rather, they're the consequence of the well intentioned that self-deceive and rationalize crossing lines for the benefit of the ill.
In actuality, the needs of the professional supplant the needs of the patient. Authority carries a fiduciary responsibility. Boundary violations are typically preceded by boundary drifts (fantasy or thoughts), which progress to crossings and potentially to a violation that harms the patient, professional, and the treatment. The slippery slope from professional nurse to offender is defined by this progression. For prevention to be successful, it has to occur before the slide begins. (See "Slippery slope.") As noted earlier, boundary crossings may occur in a therapeutic context, but all crossings run a risk of collapsing the distance separating the "powerful" nurse and the dependent, vulnerable patient. Once a nurse becomes involved in the patient's world, there's no return to the security of the therapeutic frame. Professional objectivity is compromised, and worse, the trust that's central to the therapeutic alliance is betrayed.
The Boundary Formula is an effective teaching tool used in boundary courses to gauge a nurse's relative violation potential (VP) and to facilitate insight into the variables affecting their boundaries. Every nurse and every healthcare provider carries a VP. VPs are dynamic and change over time in response to life events, professional risk factors (RF), and personal vulnerabilities (Vul). This variation explains why a nurse may have a low VP at one moment and a high VP at another. Risk factors encompass a number of external elements such as work setting, patient type, and experience. Vulnerabilities represent psychosocial elements that influence our boundary interactions. These elements could include unresolved childhood trauma or shame-based injuries, just to name a few. A nurse may be resistant (r) to look at risk factor or vulnerabilities. This mindset magnifies the potential for a violation because it represents a blind spot. As risk factors and/or vulnerabilities increase, the violation potential shifts from a low VP to a high VP. Concurrently, if an unexpected "catalyst" (divorce, death, career change, provocative patient, etc.) encounters a high VP, it may propel a nurse across the thin line that separates ethical from unethical. Accountability (A) is reciprocal. Increased accountability (nurse-nurse, nurse-supervisor, EAP, boundary consultations, etc.) equals decreased VP. (See "The Boundary Formula.") Protection Education and accountability at all levels-administration, management, and clinical-are essential components for boundary protection. Regular use of "accountability groups" is an effective way to monitor the application of boundary knowledge and boundary maintenance.
In-service boundary training should include: * differentiation of boundary crossings and violations * assessment of VP * exercises for determining risk factors and vulnerabilities * techniques and resources for managing VP * identification of potential catalysts * encouraged use of pre-established accountability systems * training on how to spot early warning signs for violations.
Maintaining appropriate professional boundaries is everyone's responsibility.
Key terms
Professional boundaries are defined as limits that protect the space between the professional's power and the client's vulnerability. 1 Maintaining appropriate boundaries safeguards both the patient/client and the nurse by controlling or limiting this power differential. This boundary setting allows for a safe connection between the nurse and the patient based on the patient's needs.
Power differentials are the inequalities that exist between professionals and clients. Differentials exist in any professional situation in which the service provider has knowledge, experience, and authority that the client seeks and needs from the professional. In nursing, often the "client" is exceptionally vulnerable by the nature of the illness or emergency for which he or she seeks services.
A fiduciary relationship is described as "one in which a person with a particular knowledge and/or ability accepts the trust and confidence of another to act in that person's best interest." 2 Therapeutic interventions are conscious actions taken by a professional to promote a healthier outcome. An example of a therapeutic intervention might be a nurse taking a depressed paraplegic patient for a wheelchair stroll outdoors on a warm sunny day. Therapeutic relationships are defined by the National Council of State Boards of Nursing as a continuum of professional behavior that spans from an extreme of under involvement to a "zone of helpfulness" to an extreme of over involvement. 3
Context is often referred to in nursing boundary literature as a reference to the nurse's intention and the patient's perception of the intervention or event. Something as simple as having a cup of tea with a homebound client can be a therapeutic intervention, a boundary crossing, or a boundary violation depending on the context and perceptions. 4 Nurses and nurse managers must ask themselves "Whose needs are truly being met in this intervention? Is the event something I can chart clearly? Is it something I can openly and honestly discuss with a coworker or supervisor? How does this 'look' to others and to the patient?" Boundary crossings are defined as "intentional or unintentional excursions across boundaries with a return to established limits of the professional relationship." Boundary crossings imply no harmful long-term effects. 4 An example might be accepting a gift from an appreciative patient.
Boundary violations do imply harm to the patient. They occur when therapeutic boundaries are crossed and are characterized by role reversal, secrecy, double binds, or the nurses' needs being met rather than the patients'. 5 Minnesota's Board of Nursing position statement includes indulgence of professional privilege as a fifth criteria. 6 An example of a boundary violation might be an overtaxed nurse disclosing personal information or venting personal feelings to a patient.
